Adolescence is a transition phase from childhood to adulthood. In this period, rapid changes and development in their physical, biological, psychological, and social lives take place. While adolescents have to acquire many qualifications, they are faced with many problems, especially those that risk their health. In Turkey, one of the most important issues contributing to risky behaviors is the 1 st Phase Nationwide High School Exam. Students must pass this phase in order to be in good high schools and to then pass the 2 nd Phase University Exam. Most of their time is spent studying in school or in private teaching institutions, and less time is spent with their families or participating in social activities. In order to examine the effects on 9 th grade students after the 1 st Phase exams, we conducted this study with 1192 students in Bursa, Orhangazi. Data to evaluate students by socioeconomic status, body mass index (BMI), dietary, smoking, and physical activity behaviors and psychological status were collected via classroom questionnaires. We aimed to determine and evaluate the general characteristics and physical examination findings, to some extent, in a nationally representative sample of 9 th grade students a year following the Nationwide High School Exam.
INTRODUCTION
The psychological and social health levels of children and young people have a direct impact on society's health level and productivity. Improvement in health care can be obtained by ensuring that individuals practice behaviors that leverage their well-being and reduce the risk of diseases. Healthy behaviors are those that people believe are beneficial and practice to improve their health status and prevent the onset of diseases. Adolescence is the period when rapid changes and developments take place in physical, biological, psychological, and social status, and is recognized as a transition phase from childhood to adulthood. During adolescence, young people acquire many qualifications; on the other hand, they also face many problems and behave in ways that risk their health the most. The period from 15 to 17 years of age is the time of gaining independence and choosing a lifestyle. According to the health improvement matrix, positive healthy behaviors include not smoking, healthy nutrition, physical activities, sexual consciousness, avoiding accidents, not having a drug or similar substance dependence, oral hygiene, selfdevelopment, productivity, handling stress, regular health examinations, and behaving in favor of hygiene improvement [1, 2, 3, 4, 5] . According to population statistics in 2000, there were 14.1 million adolescents between the ages of 10 and 19 out of the total population of 67.5 million in Turkey [6] .
Adolescents experience the dilemma of gaining independence from their families, but needing the support and care of their families as well. Adolescents experience loneliness and a lack of confidence and power while they are getting away from their families. These emotions may further lead to feelings of desperation and psychological breakdown, and even to behaviors that jeopardize their health. The risky behaviors include unhealthy weight management measures, interpersonal communication problems within the family, failure in school, examination stress, suicide attempts, and decline in oral hygiene (i.e., teeth brushing). This is also a period of new experiences [4, 7, 8] . Adolescents tend to try alcohol, smoking, and drugs. Approximately 62.8% of males and 24.3% of females, and 43.6% of the total population older than 15, smoke in Turkey. One out of five children between 13 and 15 also smoke. Every day, 80,000-100,000 new children start smoking all over the world, and 50% of people who started smoking during adolescence kept their habits for 15-20 years [9, 10, 11, 12] .
Well-balanced nutrition is of the utmost importance for adolescents who are in fast-growing and developing ages. Dairy products and yoghurt, meat or legumes, and fresh fruits and vegetables should be consumed every day. Fresh fruit and vegetable consumption is low, particularly among males. The most frequent nutritional misbehaviors include eating fast food and skipping meals. Breakfast is generally the most skipped meal. Eating disorders, voluntary vomiting, and diuretic and laxative abuse are prevalent among female adolescents [13] .
We can see a great deal of difference in health problems among students. Health problems among school children show diversity between different countries. A young person in a phase of personality formation is prone to many changes; hence, it is wise to consider carefully all the kinds of changes that take place in our country, and worldwide in general, in order to evaluate the condition of school children properly [4, 14] . Turkey is a country with significant differences among regions and socioeconomic status. This situation is an important factor that shapes health problems specific to students and schools [14] .
There has been a relative improvement in welfare in Turkey. However, aspirations have also risen, and the differences between social groups in settlements from countryside to urban areas became manifest. Unemployment and fractured families led the young population to leave their education and work as cheap labor. Due to shifts and extended working hours, parents led irregular lifestyles, which ultimately brought cheap and unhealthy food and cheap and unhealthy TV programs into their children's lives. Extended TV watching time damaged the quality and frequency of relationships between family members. Reduced family relationships lead to early sexual experiences, early and unhealthy diets, and unnecessary esthetic concerns [7] .
Turkey has another important issue that plays a significant role in elementary and high school students' lives: the 1 st Phase Nationwide High School Exams and the 2 nd Phase University Exams. These exams are supposed to select successful students; however, only a very limited number of young people (10% of students who take university exams) are lucky enough to pass and enroll. The aforementioned exams have shaped the education system in Turkey and anything unrelated to these exams in the system became valueless. High school exams in the 1 st phase isolated 8 th grade students from daily life and became an important issue for them. On the other side, 1 st phase exams cause other problems: students spend their time in school, private teaching institutions, and private lessons; they focus on exams; they spend less time with their families; and they quit well-balanced diets and sports activities. These children are defined by our Minister of Education as "a generation of eating toast and having test" [15] .
This study was done to evaluate the possible changes in lifestyle, psychological status, and daily habits in 9 th grade students in the Orhangazi district of Bursa -which has an economy that depends on agriculture and industry -who had just experienced the burden of 1 st phase exams.
MATERIALS AND METHODS
This study included 9 th grade students in five high schools during the 2005-2006 educational year in Orhangazi, Bursa. Permission from the "Regional Directorate of Education" in Orhangazi was obtained to screen the students in the schools. The schools were informed accordingly. Data collection was done in cooperation with the last-year students of the University of Uludag, School of Medicine, who were in their internship period in the Family Medicine Department. Medical students were trained about the surveys and the physical examinations before initiating the study. Surveys consisting of four parts were given to the students according to the schedule given to the schools. The first part of the survey covered the following information: students' age, gender, educational status and occupation of the parents of the student, monthly income and the social security coverage of the parents, number of brothers and sisters, social competence of the student according to the teachers, and the weighted success rate of the student in the first semester. The second part asked about the following information: dietary habits of the student, physical activities, and smoking habits. The Garner and Garfinkel Eating Attitude Test (EAT-40) and the Kovacs Children's Depression Inventory (CDI) were implemented [16, 17] . The study was concluded with weight and height measurements and eye, nose, throat, skin, and hair examinations. However, if the student suggested any medical problem, he/she was invited to our outpatient clinics, detailed physical examinations were conducted, and necessary treatments were planned or advised for further diagnosis and treatment. Examinations were done under the supervision of lecturers from the Family Medicine Department. Appropriate treatment was suggested for students with detected pathologies. In case of second-line diagnostic or treatment need, students were advised to have a further medical consultation with a written report.
Scales
The EAT-40 was originally used for the purpose of determining the eating behaviors and approach of anorexia nervosa patients. This test is also used as a screening test for a normal individual's potential problems in eating behaviors. Developed by Garner and Garfinkel, the reliability and validity analysis process was done by Savaşır and Erol in Turkey [18] . The test is useful for those persons already clinically defined as "patients" and to determine those "normal" persons who may have the potential for such disorders.
The Kovacs CDI was used to assess depressive symptoms. It is a well-validated and widely used instrument that was developed to measure symptoms of depression within the community. The scale is valid for use in student populations. Reliability and validity analyses were done in Turkey by Öy [19] . Positive scores higher than 19 should be considered indications of depression.
Standard BMI criteria developed for Turkish children were used to assess BMI of the study group [20] . Obesity was defined as a BMI (kg/m 2 ) greater than or equal to the 95 th percentile for age and gender; overweight as a BMI greater than or equal to the 85 th percentile, but less than the 95 th percentile; normal as a BMI between the 15 th and 85 th percentiles; and the rest defined as having low BMI. Because the 95 th percentile BMI in the reference growth charts was >30.0 in girls of 15 years of age and in boys of 16 years of age, a BMI of 30 or higher was considered obese in accordance with standard adult criteria. Weight and height measurements of the study group were taken by researchers, but student's parents' weight and height measurements were obtained by students' declarations and those BMI were calculated by researchers according to standard adult criteria.
Vision examinations were performed using the Snellen scale, and color blindness was examined using the Ishihara scale. Students who could not see at least two of the letters in the bottom line were accepted as having vision problems. Two indicators of sedentary behavior were obtained by the questions "on school days how many hours you usually spend by watching TV" and "on school days how many hours you usually spend with PC."
The data from the surveys and examination reports were entered into the computer, and the relationships between the classified variables were analyzed by using the Statistical Package for Social Sciences (SPSS, Chicago, IL, version 11.0). Descriptive statistics were used to assess general characteristics of the study group. Differences in proportions for categorical variables were tested by Pearson Chi-square and Cramer's V. Statistical significance was defined as p < 0.05.
RESULTS

All 9
th grade students in five high schools in Orhangazi, Bursa, were included in the study (N = 1192). Of the students, 652 were male (54.7%) and 540 were female (45.3%). Of that total, 886 (74.3%) of the students could be reached, although the visits were in line with the prescheduled timetable shared with the schools. The students who could not be reached were those who were absent on the physical examination day. In the end, the study group consisted of 474 males (53.5%) and 412 females (46.5%). The students were between the ages of 14 and 20 (mean age 15.24 ± 0.53).
According to the results of the present study, 6.0% of the mothers and 0.8% of fathers were illiterate, approximately 25.3% of the study group had no social security coverage, and we found that 45.8% had low-income degrees according to data from the Turkish Statistical Institute [6] . The sociodemographic characteristics of the study group are summarized in Table 1 .
The ratio of the students who had social adaptation problems in the classroom, according to their teachers, was 4.7%. There was no statistical significance according to gender (p > 0.05), but students with high depression scores (p < 0.05) or living with an elderly grandparent at home (p < 0.05) had many more adaptation problems within classrooms. The first semester success rates demonstrate that female students were significantly more successful than male students (p < 0.001), and students who had excellent semester rates had no adaptation problems within classrooms (p < 0.001). Comparison of variables according to gender is shown in Table 2 . Table 3 summarizes the evaluation of the students according to their BMI: 57.8% of the students were normal, 32.0% were underweight, 7.8% were overweight, and 2.4% were obese. We found that 22.7% of students of the low BMI group and 1.5% students of the obese groups had mothers who had an educational degree of primary school.
The BMI of the parents show that 30.4% of the mothers were overweight and 19.6% were obese; 35.3% of fathers were overweight and 13.7% were obese. Although students of overweight and obese mothers were much more likely to be obese and overweight, this relationship is not statistically significant (p > 0.05).
Approximately 15.5% of the students had an eating disorder according to the EAT-40 (Table 4 ). This ratio was 19.7% in all females and 11.8% in all males (p < 0.001). We found a statistically significant relationship between eating disorders and gender, BMI, and semester rates. Female students who had high BMIs (p < 0.05) and low semester rates (p < 0.05) were much more likely to have high EAT-40 scores (p < 0.005). Also, students who had low physical activity hours (1-2 h/week) (p < 0.005) and high depression scores on the Kovacs CDI (p < 0.005) showed high scores in EAT-40.
In the present study, in addition to 2 h of compulsory physical activity (PA) lessons, we found that 36.2% of the study group had additional PA hours: 25.7% of this group spent 3-5 h, 7.3% spent 6-10 h, and 1.9% spent more than 10 h with PA, especially on sports teams at their schools. Boys were more active than girls (p < 0.001) and were more likely to choose football and basketball; while girls were more likely to choose volleyball, gymnastics, and athletic games.
Approximately 83.4% of students knew how to use a PC to some extent, 36.7% of the students had PCs of their own, and the ratios of students and hours spent with the PC on school days were as follows: 48.3%, 1-2 h; 15.6%, 3-5 h; and 10.9%, more than 5 h (Table 2) . When the other indicator of sedentary behavior, i.e., hours spent watching TV on school days, was evaluated, we found that 52.9% of students spent 0-2 h, 36.3% spent 3-4 h, 7.7% spent 5-7 h, and 3.1% spent more than 7 h watching TV. According to our results, boys spent more time on PCs (p < 0.001) and girls spent more time watching TV (p < 0.005). Students who spent more time on PCs substantially belonged to the group who had only compulsory PA lessons (p < 0.005). When the smoking habits of the study group were evaluated as never smoked, tried but quit smoking, and smoked, the results were as follows, respectively: 87.2, 11.2, and 1.6%. Boys were more likely to smoke than girls (p < 0.001). Approximately 58.2% of students declared that at least one of their parents smoked, but we found no statistical significance between parental and students' smoking (Table 5) .
According to the Kovacs CDI results, we found that 9.5% of the study group had depressive symptoms (Table 6 ). Girls (p < 0.001), students who had adaptation problems within classrooms (p < 0.05), those who had junk food habits (p < 0.05), and those who had high scores on the EAT-40 (p < 0.001) were more likely to have high scores for depression.
The physical examinations revealed no pathology in 66.1% of the students who were included in the study and the examination results were summarized in Table 7 . 
DISCUSSION
Orhangazi is a town in Bursa on the way to İstanbul, with an economy that depends on agriculture and industry, which attracts residents from rural areas as well. The population of the city is 68,902; 39% of the population works in the textile and metal industry. The working hours in these industries are generally shifts. According to 2005 income distribution rates, 6.1% of the Turkish population has high incomes and 44.4% has low income rates [6] . In our study, 10.1% of students belonged to the high income group. This might be related to the extensive employment opportunities in the Orhangazi district.
Adolescents compose approximately one-third of our population and are of great importance in terms of Turkey's future; they deserve care. School children are the age group least likely to be referred to a health care professional [21] . Not smoking, healthy diets, and regular physical activities are among the prioritized healthy behavioral targets [7] ; therefore, all around the world, many studies have been conducted to understand the usual problems that adolescents face.
A study conducted in Bursa that evaluated students aged 6-17 years found that 6.2% of students were overweight and 2.1% were obese [22] . Two other studies from Turkey reported that obesity prevalence was 12.8 and 9.1%, respectively [21, 23] . In the U.S., obesity prevalence was found to be 13.7% in girls and 11.7% in boys [24] . In this study, we found 7.8% of children were overweight and 2.4% were obese. The results were consistent with the previous study by Aydin et al., but lower than the other studies [21, 22, 23] .
There were several known factors that effected obesity, such as educational status of parents (especially mothers), monthly income rates, students' degree of physical activity, and hours spent watching TV. There is an adverse correlation between mothers' educational status and obesity. A child's risk of obesity increases with the low educational degree of the mother [25] . In the present study, we found that low educational degree of the mother effected both low BMI and obesity. In our study, we found a higher obesity prevalence in boys (1.6%) and a low BMI prevalence in girls (20.3%), and both of these childrens' mothers were especially from the primary school degree group. It is also reported that if both parents have high BMI degrees, the obesity risk of the child is 80%; if only one parent has a high BMI degree, the risk decreases to 40%. If neither parent has a high BMI degree, the child still has the risk of obesity with a ratio of 14% [26] . In our study group, the prevalence of obesity with parental obesity was 27.7%, 5.2% with paternal obesity, and 5.5% with maternal obesity.
Eating habits formed in adolescence continue into adulthood; consequently, poor dietary patterns during youth have important implications for health and well-being in adulthood [27] . Adolescents in Turkey spend more eating hours away from home because of additional educational activities, such as attending private teaching institutes and private lessons, so they often skip family meals and prefer junk food in order not to spend much time eating. Thus, healthy eating behaviors are often a low priority. In our study group, parents working shift hours was also one important contributing factor. Skipped meals, fewer family meals, and esthetic concerns (especially in girls) at adolescence, result in lower intake of nutrients that lead to low BMI, or higher intake of food groups called "fast food", leading to obesity. According to the present study, it is important to consider "low BMI" as a much more important issue than obesity in developing countries like ours.
In order to gain more time to study, parents usually prefer that their children not take part in PA lessons and school teams. To prepare students for the Nationwide High School Exams and increase their school degree in success lists, even school directorates allow children to study during the PA lesson hours. Also, typically, students on the way to these exams do not want to be on the school teams, and parents or even the directorates themselves do not find them to be beneficial. They consider the hours spent on PA to be a waste of time and think that sports have negative effects on a scholar's success [28] . In a study conducted in the U.S., it was reported that 96.9% of parents supported their children being on school sport teams and 56.3% thought PA increased the success of their students in school [29] . In our study, we found that boys were more active than girls and boys seemed to prefer playing football and basketball games, while girls seemed to prefer volleyball and gymnastics. Our results were similar to a study conducted by Crocker et al. [30] . In addition to the well-known effects, regular PA has many beneficial effects, especially in adolescence. PA increases self-esteem and school success, improves personal relationships, and decreases the prevalence of depression [31] . Supporting PA, increasing the tone and power of different muscle groups, and acquiring a lifelong habit of PA are very important during adolescence, the period of rapid growth and development. In European countries, 60-90% of adolescents join in PA at least twice a week; male students are more active and PA frequency incrementally increases from 9 th grade until 12 th grade. It is important to remember that the "history of physical inactivity is the best predictor of future inactivity" [32] .
The results of our study suggest that while TV watching is associated with declines in PA among girls, playing PC games is associated with declines in PA among boys. Our results are consistent with existing literature [33, 34, 35] . Sallis et al suggested that reductions in TV watching hours in association with PA have been shown to prevent or reduce obesity prevalence [34, 36] . Reduced TV watching among girls and PC games among boys and increased participation in school sports teams by girls and boys may prevent PA declines in adolescents [36] .
Television has a great impact on the development of sedentary lifestyles. Excess TV watching reduces the PA levels of children and leads to social isolation by reducing relationships with "real people", an increase in obesity, and the development of aggressive behaviors [37] . Limiting TV to 1-2 h daily at most is commonly proposed, particularly for programs containing excess violence with guns, smoking, and alcohol. In the U.S., it is reported that 26% of high school students watched at least 4 h of TV and 21% of them played at least 4 h of computer games; this was more frequent in male students [38] . We found, according to the data from the current study, that approximately 75% of the study group had insufficient PA hours and activities involving sedentary behaviors increased gradually.
Studies on psychological symptomatology and obesity have usually characterized the relationship between depression and obesity as unidirectional. Affective disorders can arise from the chronic embarrassment, shame, and guilt engendered by obesity, and obesity may lead to lower self-esteem among adolescents and young adults. It is also important to clarify the onset of depression in relationship to onset of obesity as depression may be the cause and the result of obesity [39] . In the present study, we found the prevalence of depressive symptoms to be 9.5%. Another study, conducted by Oren and Gencdogan, found the prevalence of depressive symptoms in 9 th grade students to be 16.94%, and girls were found to have more depressive symptoms than boys, higher than our findings [40] . In a study conducted in Turkey, the prevalence of depression was found to be 10% in the age group older than 15 years [41] . Kulaksizoglu et al. found that girls had more depressive symptoms and eating problems than boys, which was consistent with our study [42] . Erenis et al. found depression, behavioral problems, and decreased self-esteem in clinically obese adolescents [43] . Childhood depression was associated with an increased BMI and depression, and obesity prevalence increased from adolescence to early adulthood [44, 45, 46] . A prospective study design is required to help distinguish whether a depressed mood is a cause and not just an effect of obesity.
Approximately 20% of high school students smoke cigarettes in Turkey. In 12 million households, parents smoke and 11 million children are exposed to smoke in public places. The most important factors that determine the start of smoking during adolescence is smoking in the household, pressure from friends, and cigarette advertisements. One out of five children between 13 and 15 years of age smokes. Every day, 80,000-100,000 children start smoking, and 50% of people who started smoking during adolescence continued this habit for 15-20 years [9, 10, 11, 12] . A study conducted in Canada showed that a person who smokes in a household is the single significant factor that determines whether an adolescent will start to smoke [46] . According to WHO data, 1.3 billion people smoke cigarettes and 5 million people die due to smoking each year [11] .
Children usually try their first cigarette at 6-7 years of age, alcohol at 12 years of age, and drugs generally at 12-14 years of age. Data concerning risky health-related behaviors among adolescents show that the problem of drug and stimulant substance abuse and alcohol consumption in many countries, as well as in Turkey, is common and growing day by day. The smoking ratio among high school students varies from 1.7 to 55%, and it is more prevalent among students in the final grades and male students[10, 11, 41, 47, 48] . The prevalence in Bursa was found to be 3.7% in a study performed in adolescents between 11 and 16 years of age in the Bursa region [49] .
Smoking is well known, not only for increasing risk factors for some diseases, but also for leading to environmental hazards. Smokers who began smoking in adolescence continue smoking regularly in adulthood, so it is important to take precautions during this period. In the present study, smoking prevalence was found to be lower than other studies conducted in our country. Ogel et al. found that 16.1% of 10 th to 12 th year students smoked at least once in their lifetime [47] . We found that this 12.8% rate and our low rates may arise from the fact that the questionnaires were completed in classrooms, so they did not tell the truth about smoking.
There are several potential limitations of this study. First, the data were based on self-reports by the adolescents and thus are subject to self-report bias. Adolescents may have misrepresented their actual problem behaviors, such as cigarette smoking. Second, the sample, which was composed of participants from one of the largest towns of Bursa city, should not be viewed as representative of the general population nationwide.
SUGGESTIONS
Educational institutes play important roles in preserving and improving health. In Turkey, 16 million students in the range of 6-18 years are educated in approximately 60,000 schools. School children are the age group least likely to be referred to health care professionals. Not smoking, healthy diet, and regular physical activities are among the prioritized healthy behavioral targets.
In recent years, in the name of "Educational Reform", there have been many discussions about innovations and problems in the educational system. In this context, one of the most important issues seems to support psychological counseling units in schools.
Schools are very important places in which children spend most of their time until adulthood. Since school children are a huge, but easily accessible, population, schools should be considered as places for teaching basic values in health and scientific knowledge, and to help them to gain the proper skills and behaviors through health education. Sports activities should be encouraged, since they provide considerable benefits to the physical and psychological development of students.
Our results do not reflect the country as a whole; however, it seems that community education programs started in primary schools may prevent problems later on. Health education should be prioritized in schools, since it is quite possible to transfer healthy living behaviors there. Students are open to learning and personality formation. It is also possible to deliver health services to poor children by screening schools regularly.
